DEPARTMENTOfSOS(;rI’:[EAzE};AENHSAABSILITATIONSERVICES MO\BH DATE VERI FI GA\TI O\l m‘ 1 106

REHABILITATION SERVICES 9 - 84

ME (LAST, FIRST, M DDLE) SSN AGE

ADDRESS ( STREET, CI TY, STATE, ZIP) SSI APPLI CATI ON DATE (1 F KNOWN)

SSI DETERM NATI ON DATE (1 F KNOWN)

THE APPLI CANT/ RECI PI ENT NAMED ABOVE HAS RECENTLY APPLI ED OR HAS BEEN APPROVED FOR SSI
BENEFI TS. | N ORDER TO DETERM NE ELI G Bl LI TY AND CLAI M FFP ON MEDI CAL EXPENDI TURES FOR THE

PERI D FROM ( MONTH, DAY, YEAR TO ( MONTH, DAY, YEAR)

THE APPROXI MATE MEDI CAL ONSET DATE | S NECESSARY.

PLEASE EXAM NE YOUR RECORDS, AND ENTER THE MEDI CAL ONSET DATE | N THE BLANK SPACE BELOW

I M VWORKER (PRI NT NAME: ) I M WORKER' S SI GNATURE DATE

* WORKER S ADDRESS TELEPHONE NUVMBER

THE SPACE BELOW IS FOR DDS USE ONLY.

MEDI CAL ONSET DATE ( MONTH. DAY, YEAR)

REMARKS

DI SABI LI TY DETERM NATI ON EXAM NER S SI C- MATURE DATE

DI STRIBUTI ON: WHI TE, PUBLI C ASSI STANCE: YELLOW DI SABI LI TY DETERM NATI ON
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